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A 45-year-old Chinese man on hemodialysis for 20 years was
admitted with a 1-year history of progressive bone pain. He
received left-sided video-assisted thoracoscopic surgery
(VATS) to remove a mediastinal parathyroid adenoma 7
years ago. His serum intact parathyroid hormone (iPTH)
concentration incrementally increased to 2500 pg/ml despite
aggressive medical therapy over the past year. On examina-
tion, it was observed that he was kyphotic. Laboratory studies
showed total calcium 2.8mmol/l, inorganic phosphorus
2.27mmol/l, and alkaline phosphatase 732U/l. Single-
photon emission CT 99mTc sestamibi scintigraphy (Figure 1)
demonstrated increased uptake at the left heart border and
left chest wall in the delayed phase, suggesting functioning
parathyroid nodules. Chest computed tomography (Figure 2)
identified three well-enhancing pleural nodules at the left
cardiophrenic angle and another over the left chest wall. All
four pleural parathyroid nodules were successfully removed
by VATS and showed typical hyperplastic parathyroid tissue
with microfollicular structure and uniform nuclei, confirm-
ing the diagnosis of parathyromatosis. Despite symptomatic
improvement, a decreased but still abnormally elevated
postoperative iPTH level (928 pg/ml) was ascribable to the
presence of orthotopic parathyroid glands and residual tiny
parathyroid nests spread over the surgical bed. With the use
of intravenous 1,25 (OH)2 vitamin D3 at a dose of 2 mg three
times weekly and calcium acetate at a dose of 4 gm daily for 3
months, his serum iPTH level was still around 750 pg/ml.
Parathyromatosis is characterized by multiple benign-
appearing and functioning parathyroid nodules and can be
classified into two types.1 The less common type 1 refers to
ontogenous parathyromatosis along the embryological devel-
opmental tract. The more common type 2 refers to
postsurgical parathyromatosis due to inadvertent spillage of
parathyroid cells during surgical extirpation.2 Only 40% of
parathyromatosis can be diagnosed preoperatively because of
its scattered distribution and small size of individual cell
nests.3 The time from previous parathyroidectomy to the
identification of parathyromatosis at reoperation ranges from
5 months to 19 years.4 Parathyromatosis is not uncommon
but under diagnosed. This case illustrates the importance of
avoiding rupture of parathyroid capsule during the initial
parathyroidectomy.
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Figure 1 | 99mTc sestamibi scintigraphy
demonstrates increased uptake at the left
heart border.
Figure 2 |Chest computed tomography scan
identifies three well-enhancing pleural
nodules at the left cardiophrenic angle.
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